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Introduction 


The British Medical Association (BMA) is a 
professional organization representing all doctors in 
the UK. It was established in | 832 to "promote the 
medical and allied sciences, and to maintain the 
honour and interests of the medical profession”. 
The BMA Board of Science and Education supports 
this aim by providing an interface between the 
profession, the government, and the public, and by 
undertaking research studies on behalf of the BMA. 
Through the publication of policy statements the 
Board of Science and Education has led the debate 


on key public health issues. 


The overriding objective of the Board of Science 
and Education is to contribute to the development 
of better public health policies that affect the 
community, the state, and the medical profession. 
In order to do this, investigations are carried out by 
the Board on the impact of various policies and 
activities on the public health. The Board has 
produced a large number of publications over 
recent years reflecting current concerns in the 
public health arena, such as AIDS, hazardous 
waste, chemical pesticides, cycling, complementary 
medicine and environmental and occupational 


hazards of the Health Service. 


In addition to its work on public health policy, each 
January the Board advertises its research awards 
and fellowships (ranging from £500 to £15,000) to 
encourage individual research in various branches 


of medicine. 
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The Board also runs the BMA's annual medical film 
awards and has a catalogue of more than a 
thousand films and videos on health and medical 


subjects which are available for loan. 


This report was prepared under the auspices of 
the Board of Science and Education of the British 
Medical Association. The members of the Board 
were as follows: 


Professor D C Morrell 
President, BMA 


Dr W J Appleyard 
Chairman of the Representative Body, BMA 


Dr AW Macara 
Chairman of Council, BMA 


Dr A Riddell 
Treasurer, BMA 


Professor | B L Howell 
Chairman, Board of Science and Education 


Dr L P Grime 
Deputy Chairman, Board of Science 
and Education 


Mr M Ahmad 
Dr } M Cundy 
Dr P Dangerfield 
Dr A Elliott 

Miss C E Fozzard 
Dr R Gilbert 

Dr A Mitchell 

Dr N Olsen 

Dr P Steadman 
Dr D Ward 
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Background 


In 1986 the BMA Annual Representative meeting 
requested that the Board of Science and Education 
should examine the evidence for a relationship 
between deprivation and disease. In response to 
this resolution a working group was established 
that received evidence from doctors and other 
experts on many aspects of social disadvantage and 
its relation to health. The final report of the 
working group was published in 1987 entitled 
Deprivation and Ill -Health.' This report confirmed 
that social disadvantage makes an important 
contribution to ill-health and examined the possible 
pathways by which this effect may occur. The 


report recommended: 


@ |mproved preventative services and education 
especially outreach and community initiatives. 


@ Improvements in the standards and availability 
of housing. 


@ Review of financial support for those on low 
incomes with particular regard to groups of 
highest need, such as the disabled, the elderly, 
children and expectant mothers. 


@ Importance of education for the most 
disadvantaged groups. 


@ Continuing study of the relationship between 
social circumstances and health to facilitate the 
planning of services within the health and local 
government sectors. 


The report of the BMA on this issue followed on 
from the landmark Black report published in 1980.7 
This report documented that despite the great 
improvements in the health of British people within 
the twentieth century, inequalities in health had 
persisted. Social class gradients were found to be 
present for many different causes of morbidity and 
mortality. Given that the NHS was created to 
offer equal and free access to health care for all, 
irrespective of income, this report could have been 
viewed as an indictment of the UK health care 
system. However, the Black working party were 
in no doubt that although the health services might 
play a major role in determining the health of the 
nation, they could not, on their own, answer the 
challenge posed by the relationship between wide 
social inequalities and health. 


In 1978 in the Declaration of Alma Ata, the World 
Health Organisation (WHO) issued a challenge to 
the countries of the world to attain Health for all by 
the Year 2000.2 The United Kingdom was a 
signatory to this declaration which committed the 
Government to the changes and developments 
needed for the pursuit of Hea/th for Al. In 1985 
the European Office of WHO defined 38 targets 
for Europe including the aim of achieving a 25% 
reduction in the differences in health status 
between groups." However, in England the 
Government's strategy for health, 7he Health of 
the Nation, belatedly published in 1992 to 
address the targets of WHO, no mention was 
made of the significant barrier to health of social 
inequalities, nor were any targets set to reduce 
such inequalities. 
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Indicators of 
inequalities 
within the 


United 
Kingdom 


Earnings 


Social Trends? a publication of the Government's 
Statistical Office contains a wealth of information on 
the current status of the UK population with regard 
to such factors as income, housing and education. 
The 1994 edition of this publication showed clearly 
that the gap between the highest and lowest 
earners has increased over time. Real weekly 
earnings for men in the lowest decile (ie the 
amount earned by the bottom ten per cent of 
employees) had increased by 27% since 1971 to 
reach £175 in April 1993, whilst the highest 
decile's earnings had increased by 69% to £567 in 
the same period. For women there is a similar 
trend although the earning levels are lower. If net 
earnings are considered, they have increased by 
just over 35% since 1971 for a single man with no 
children earning at the lowest decile point. 
Whereas, at the top decile point real weekly net 


earnings have increased by nearly 70%. 


Current taxation policy has had a disproportionate 
effect upon those on lower incomes. Although the 
overall tax burden has only changed slightly since 
1979, in recent years, the Proportion of this 
burden that is made up by indirect taxes has 
increased. The lower an individual's disposable 
income, the more such indirect taxation has 
adverse effects for the weekly budget. For 
households in the top fifth of the income 
distribution, 14% of their disposable income was 
accounted for by indirect taxes compared with 
29% for the bottom fifth. The recently published 
report of the Commission on Social Justice’ 
examined the effects of taxation policy and reports 
that the poorest tenth of the population pay a 
higher proportion of their income in tax - 43%, 
compared to 32% for the richest tenth of the 
population. : 


A report of the Department of Social Security, 
Households Below Average Income: A statistical 
analysis 1979-1990/I* provides a detailed analysis 
of the financial situation for those at the lowest 
level of income within the UK. The report 
concludes that increases in unemployment and 
self-employment; real rises in housing costs as 
mortgage rates, house prices and rents have risen, 
and widening in the distribution of earnings for 
those in work have all adversely affected the 
position of those on below average incomes. The 
effect of increasing housing costs, and general 
decline in income for those on below average 
earnings, is illustrated in figures that show, before 
housing costs the real income of the bottom 10% 
of the 1990/9! income distribution was |% lower 
than that of the bottom 10% of the 1979 income 
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distribution; on the after housing cost measure it 


was |4% lower. 


The report of the Commission on Social Justice’ 
provides further detailed information on the 
widening gap between social classes. The gap 
between the earnings of the highest-paid and those 
of the lowest paid workers is reported as greater 
than at any time since records were first kept in 
1886. The commonly used definition of poverty 
is those living on, or on less than, half the average 
income of the population. By such measures 
about one-fifth of the population lives in poverty as 
does one in three children. This compares with 
figures for 1979 of about one-tenth, for both the 
population as a whole and for children. One in five 
men are unemployed with more than one million 


people long term unemployed. 


The recently published report, /ncome and 
Wealth, reaffirms the fact that incomes rapidly 
became less equal in the 1980's’. The report 
examines the reasons for this inequality and 
highlights the role that social security and taxation 
have played in the increasing gap between the rich 
and the poor. Implications of the changes in 
wealth distribution are described and it is 
concluded that the increasing inequality is damaging 
the UK economy. 


It is often claimed that a widening gap between the 
incomes of rich and poor is justifiable on the 
grounds that the beneficial effects on growth will 
raise the living standards of the poorest. The 
report concludes however, that there is no 
evidence that this has occurred in the UK: that 
there is no sign of ‘trickle-down’. 


Living conditions 


Housing/living conditions have been used as an 
indicator of standards of living and have been linked 
to health status in a number of studies. Clear links 
have been established between poor housing and 
excess burden of ill-health'®. The report, Socia/ 
Trends? allows analysis of housing conditions and 
living circumstances; between 1982 and 1992 
there was a large increase in the number of 
households housed by local authorities in 
temporary accommodation. The number of families 
in temporary accommodation was almost 63,000 
in 1992 compared with under 10,000 in 1982. 
The number of households in bed and breakfast 
accommodation increased more than seven fold 
between 1982 and 1991 but then fell by nearly 
40% in 1992. County court possession orders are 
also an indicator of difficult financial circumstances 
and of forthcoming problems in accommodation. 
Between 1989 and 1990 the number of properties 
taken into possession in the UK, due to mortgage 
difficulties, almost trebled. In 1991 it reached 
75,000 before falling to 68,000 in 1992. 


With regard to standards of housing, a recent 
report from the National Housing Forum'' has 
indicated that one in 13 homes in Britain is unfit for 
human habitation and that one in six needs urgent 
repairs. This report draws upon government 
statistics, and outlines how local authorities have 
not been provided with adequate funding for 
renovation grants, leaving properties neglected. It 
is reported that one in five homes has damp, or 
mould, with the figure for Scotland being higher at 
one in three homes. 
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In addition to actual conditions of accommodation, 
are the problems of fuel and water poverty. 
Water bills have risen by 37% since privatization of 
the water industry, three times the rate of 
inflation.'* Although the Office of Water Services 
has recently established strict price controls for 
water companies, for those on low incomes the 
proportion of weekly income spent on water bills 
A report by the 
National Consumer Council'? examined the effect 


has significantly increased. 


on customers of the changes in regulation of water, 
electricity, gas and telephones. The report made 
clear the difficulties that many individuals now have 
in meeting essential fuel costs. Such difficulties are 
likely to increase with the recent introduction of 
VAT on fuel bills. 


Have 


inequalities 
in health 
increased? 


Given that such statistics indicate a widening gap in 
the incomes of the highest and lowest earners and 
reveal the poor living conditions of many UK 
families, and particularly children - has the gap in 
health between the social classes widened since 
publication of the Black report in, 1980 and the 
BMA's report in 1987? A number of research 
studies indicate that they have. Following 
publication of the Black report, the then Health 


Education Council, commissioned a Study to 
update the evidence on inequalities in health which 
had accumulated since 1980 and to assess progress 
made on its recommendations. This report was 
published in 1987 as The Health Divide and 
confirmed that serious social inequalities in health 
persisted throughout the 1980s. Whether social 
position was measured by occupational class, or by 
assets such as house and car ownership, or by 
employment status, a similar picture emerged. 
Those individuals at the bottom of the social scale 
were found to have much higher death rates than 
those at the top. This fact applied at every stage of 
life from birth through to adulthood and well into 
old age. The Health Divide also examined 
whether such inequalities had increased or 
decreased in recent years. It was reported that 
between 1971 and 1981 there had been a fall in 
‘all cause’ death rates in Britain; however, these 
improvements were not experienced equally 
across the population. Non-manual groups 
experienced a much greater decline in death rates 
than manual groups resulting in a widening gap 
between the two groups. With regard to women's 
mortality, deaths from coronary heart disease and 
lung cancer actually rose in manual groups Over the 
ten-year period, whilst showing a substantial 
decline for non-manual women. The report re- 
examined data from the Black report in order to 
establish long term trends in inequalities in health. 
lt was found that inequalities in health had widened 
since the 1950s for adults of working age. The 
exception to this trend was in relation to babies 
aged one month to one year, where dramatic 
declines in death rates were achieved during the 
early 1970s particularly in class V. There has been 
little further improvement since this time however, 
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and current evidence shows that a baby whose 
father is an unskilled manual worker is one and a 
half times more likely to die before the age of one, 
as the baby of a manager or professional 
employee.® Such a mortality gap is not inevitable 
and in Sweden infant mortality rates are very 


similar in all social classes. 


Because mortality data are more readily available, 
much research has focused on these. There are 
data, however, showing wide variations in 
morbidity. Among men aged between 45 and 64, 
unskilled manual workers are nearly three times as 
likely as professionals to suffer from a long standing 
illness which limits their activity.” The Health 
Divide found that all the major killer diseases 
affected the poor more than the rich. The less 
favoured occupational classes experienced higher 
rates of chronic sickness and their children tended 
to have lower birth-weights, shorter stature and 
other indicators Suggesting poorer health status. 
The poorest children are twice as likely as those 
from social class | to die from respiratory illness, 
more than four times as likely to be killed in a traffic 
accident and more than six times as likely to die in 
a house fire.’ 


In 1990 a paper was published in the British 
Medical Journal to mark the tenth anniversary of 
the publication of the Black report.'* The article 


reviewed recent evidence and research relating to 


inequalities and health and concluded that ten years 
after the Black report: 


@ Social class differences in mortality are 


widening 


@ Better measures of socio-economic position 
show greater inequalities in mortality 


@ Health inequalities have been shown in all 
countries that collect the relevant data 


@ Social selection and measurement artifacts do 
not account for mortality differentials 


@ Social class differences exist for health during 
life as well as for length of life 


@ Trends in the distribution of income suggest 
that further widening of mortality differentials 
may be expected. 


The body of research on inequalities and health 
has not been without its critics, however, and 
some have questioned the reliability of the data 
used to indicate that inequalities in health are 


'9'6 However, these critics do not 


widening. 
believe that this is reason for inaction, rather their 
concern is developing reliable measures of 
inequalities in order to monitor the efficacy of 


social policy measures in improving health. '° 
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Explaining the 
relationship 
between 


SOCLO-€CONOMIC 
status and 


health 


Research into inequalities in health has continued 
throughout the early 1990s and many 
researchers are clear that an individual's position 
within society is indicative of health status. A 
variety of measures of socio-economic status 
have been investigated; from occupational 
classifications, to those based on housing, car 
ownership or educational level, all have 
concluded that health status is dependent upon 
a finely graded structure of society.'” It is clear 
that the problem is not simply one of poverty, 
there is a social gradient with each grade having 
worse health than the one above it in the 
hierarchy. This was clearly shown in the 
Whitehall study of British civil servants.'” 
Poverty only affects the minority at the bottom 
but inequalities run right across the whole of 
society, even to the extent that a family with two 
motor vehicles will have improved health status 
over a family with ownership of one vehicle.'” 
A wide range of research studies, carried out 
both in various regions of the UK, and in other 
countries, have all reached similar conclusions. 
Sir Douglas Black, in a recent paper on 
inequalities in health, concludes that this is 


further evidence that the relationship between 
SOcio-economic status and health is real, and not 
due to the use of unsuitable classifications of 
social status, as has frequently been suggested.” 
The relationship exists in all societies and is 
apparent throughout the social scale, with a 
linear relationship between socio-economic 
circumstances and health even amongst those of 
higher socio-economic status.” The explanation 
for this relationship is still far from clear and a 


number of theories have been developed.’' 


@ Artefact - that the measures of socio- 
economic position utilised in studies of 
inequalities in health are inadequate and 
may artificially inflate the size and 
importance of health differences. (As noted 
earlier however, the wealth of studies using 
a variety of measures of socio-economic 
position that have come to similar 
conclusions and the conclusions of various 
researchers who have examined the 
evidence in detail tend to dispute this 
theory).”” 


@ Health selection - this theory argues that 
health determines social position rather than 
the reverse. However, the evidence 
suggests that the role of health selection is a 


limited one.” 


@ General susceptibility or specific causes - 
inequalities in health relate to a wide range 
of diseases and conditions which tends to 
indicate general increased susceptibility 
amongst certain sectors of the population. 


However, there may also be specific risk 


7 


INEQUALITIES IN HEALTH 


factors at play such as smoking, A 
combination of these two factors could be 
used to explain why it is that a smoker of 
lower social status has a higher risk of lung 
cancer than a smoker higher up the social 
scale. The theory of general susceptibility 
integrated with processes of specific 
aetiology is that favoured by Smith and co- 
workers in a recent review of the evidence 


on inequalities in health.” 


@ Health related behaviour and biological risk 
factors - such as blood pressure, blood 
cholesterol, smoking, levels of physical 
activity, violence and abuse, nutrition etc. 
Individuals do have a certain responsibility 
for their own health, however, the influence 
of other circumstances, such as accessibility 
and cost, upon an individuals ability to take 
action, needs to be addressed. Health 
related behaviours do not provide a 
complete explanation in the observed 
differences, and where such factors have 
been controlled for, researchers have still 
observed gradients in health status.24 


@ Material conditions - access to Cars, 


unemployment, housing conditions. 


@ Educational attainment - research has 
suggested that educational attainment is 
often a harder discriminator/predictor in the 
relationship between socio-economic 
Status, education and health. 


@ Factors operating early in life - genetic, 
biological results of early experiences: 


educational, cultural, psychological, social. 


@ Psycho-social factors - control over working 
lives, support networks, stressful life events 
including exposure to violence and abuse. 
This may explain the finding of such fine 
gradients of inequalities where individuals 
with reasonable standards of housing and 
income etc still have poorer health than 
those in a slightly higher career grade. 
Having insufficient financial resources to 
meet perceived needs may be a psycho- 
social problem as well as one of material 


deprivation. 


@ Medical care - although variations in medical 
care cannot account for the substantial 
variations in mortality, it may be more 
important in reducing variations in morbidity 
and well being. 


One important factor arising from the recent 
research is the increasing emphasis put on the 
influence of cultural, social and economic 
conditions in early life and their influences on 
health in later life.?° Which makes it of particular 
concern that the number of children living in 
poverty has risen from one in ten to one in 
three over the past five years. Research carried 
out by Barker indicates that experiences in utero 
and the first year of life are importantly related to 
the development of chronic disease.2°?” This 
was first indicated when it was demonstrated 
that differences in death rates from coronary 
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heart disease in different parts of England and 
Wales paralleled past differences in death rates 
among new born babies. The importance of 
such factors has led some researchers to 
question whether improving the socio-economic 
status of adults could affect inequalities in health, 
rather attention should be focused on young 


women, pregnant women and on babies.”° 


Research on black and ethnic minorities has 
found such groups to be at greater risk of ill- 
health than the indigenous population.” The 
greater risks for black and ethnic minorities are 
likely to be explained in part by the poorer social 
and economic conditions of such groups and by 
factors such as access to health services. 


Obviously, the existence of inequalities in health 
is not likely to be explained by any of the above 
factors alone. It is likely that such inequalities 
result from a complex interplay of genetics, 
biological, social, environmental, cultural and 
behavioural factors - material circumstances in 
some situations could lead to certain health 


related behaviour, for example. 


Nevertheless, the evidence that has 
accumulated over past years has allowed more 
detailed examination of these possible 
explanations for inequalities in health giving a 


sufficient knowledge base for action. 


Addressing 


ine ualities 
in health 


The evidence of recent years makes it clear that 
in absolute terms the standards of health of the 
population have improved since the Second 
World War, however, serious social inequalities 
in health have persisted and socio-economic 
factors have played an important part in 
maintaining and even increasing these 
differentials. With this wealth of evidence of 
widening gaps in socio-economic and health 
status of the UK population, it is of concern that 
greater attention is not paid to these issues in 
the current annual report of the Chief Medical 
Officer.° The report refers to the significant 
variations in health that may be observed in 
relation to geographical area, ethnicity, social 
class, occupation and gender. However, it is 
stated that even if reasons for their existence 
could be identified, interventions to bring about 
improvements may be difficult to achieve. It is 
encouraging that a subgroup of the Chief 
Medical Officer's Health of the Nation Working 
Group has been established to examine specific 
aspects of variations in health that relate to 
targets in the strategy for health. However, the 


focus of the working group will only be on one 
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of the factors identified as causal for inequalities 


in health, that of inequity in medical care and 


treatment. 


One of the key themes of the Black report’ - 
that a total rather than service-orientated 
approach is needed if inequalities in health are to 
be addressed - has been reiterated throughout 
research that has been published since 1980. As 
stated by Wilkinson "the Chancellor has a much 
greater impact on health than the Secretary of 
State for Health, a thought that may well not 
cross the minds of either’.”! 
described earlier the problem does not just exist 
for those in poverty, inequalities are present 
right across the social scale. Severely unequal 
societies and not just societies with high rates of 


However, as 


poverty, have worse health and worse 
economic growth than less unequal societies. 
The implication is that increased relative 
deprivation exerts a negative influence on 
national mortality trends which could explain 
Why life expectancy has increased fastest in those 
developed nations where income differences 
have narrowed.” Among rich nations little or 
no relationship exists between economic growth 
and the rate of fall in mortality - the problem is 
relative not absolute deprivation. Wilkinson's 
BM} editorial, in discussing these issues, 
concluded that rather than Britain's poor health 
performance being a reflection of its poor 
economic performance, it seemed that both had 
common roots in the social divisions, and 
wastage of the human skills and abilities of a 
substantial proportion of the population. If 
attention was focused upon bringing up the 
health state of those lower down the social 
scale, the gap between the lowest and highest 
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groups would be reduced and the average level 
of health of the population could be improved.”' 


The report of the Committee on Social Justice’ 
suggests that there are four main areas affecting 
people's health that can be influenced by public 
policy: individual lifestyle; social and community 
networks; living and working conditions; and 
general social, economic and environmental 
circumstances. The Committee proposes that 
action can be taken by government in all of 
these four areas from measures such as banning 
tobacco advertising to addressing poverty and 


poor housing. 


Fiscal and welfare policies in particular, need to 
be examined to improve the distribution of 
disposable income amongst the population. 
Due to social and economic change, including 
the significant changes in family structure and 
demography over the past years, a social 
insurance system originally designed for a labour 
market dominated by full-time male employee 
breadwinners is no longer appropriate. Future 
options for welfare policy have been proposed 
to address these changes.*? Such proposals 
could provide a suitable starting point for 
addressing the problems of income distribution 
and the widening wealth and health gap. As part 
of this process taxation policy should be re- 
examined as in recent years this has 
disproportionately benefited the highest tax 
payers. 


With increasing evidence that health in later life 
may be dependent on the early years of life,2°2” 
the recommendations of Black with regard to 
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maternity allowances and child health have taken 
on a particular significance and the health of 
young women, pregnant women and young 
infants should perhaps form the focus of 
attention for policy makers and health 
professionals. 


Despite evidence for the strong influence of 
areas of government policy other than health on 
inequalities in health, this matter has still to be 
addressed by government. The first target of 
the WHO strategy;* to reduce differences in 
health status between groups within countries by 
at least 25% by the year 2000, is not 
incorporated within England's strategy for health 
The Health of the Nation.” \n addition, the 
belatedly established working group of the Chief 
Medical Officer looks purely to the Department 
of Health and NHS to address inequalities. 
Given that the NHS has failed to reduce such 
inequalities throughout its years of existence, and 
the recent detrimental effects of the NHS 
reforms on equity of access to free care for all, 
there is now an urgent need to look to all areas 
of government policy, to address the widening 
health gap. This need is highlighted by the 
Commission on Social Justice, which states: by 
analyzing the different causes of good and poor 
health, we can understand why tackling 
inequalities in health goes well beyond what is 
conventionally thought of as health policy. The 
best way to reduce health inequalities is to 
ensure a more equitable distribution of income; 
better distributed and better quality jobs; higher 
standards of education and childcare; a healthier 
environment with clean and affordable water 
and better housing, transport and leisure 


we AS 


facilites.’ Currently failure to meet the Health of 
the Nation targets will be seen as failure on 
behalf of the National Health Service and of 
health professionals attempting to implement 
health education strategies. However, it is clear 
that the major factor influencing a population's 
health is its social organisation and the social 
environment in which people live and work, A 
broader approach is therefore needed and other 
areas of government policy must be examined 


to identify their impact upon the nation's health. 


There is still a need for further research into the 
relationship between inequalities and health. In 
the Netherlands’ a national research 
programme has increased awareness of 
inequalities among researchers and policy 
makers as well as improved the information 
available on health inequalities and the reasons 
for them. The establishment of the International 
Centre for Health and Society at University 
College, London - a not for profit research 
organisation dedicated to examining the social, 
economic and cultural influences on a nations’ 
health status - will facilitate such a process within 
the UK. 


Although there is a need for further research, 
this should not prevent the use of the wealth of 
evidence already in existence. This available 
research should be examined in order to 
identify, where possible, the mechanisms by 
which disease is related to socio-economic 
status. From this evidence it may then be 
possible to make recommendations for reducing 
the burden of ill-health associated with particular 
diseases, within the same poverty structure, 
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whilst also addressing the poverty itself. This 
double edged approach to inequalities in health 
is likely to have the greatest effect in terms of 
reducing the risks to health of those in lower 
socio-economic groups, resulting in reducing 
inequalities in health and improving the health of 


the population as a whole. 


‘Community responsibility’ and “accessibility to 
health care for all' were included within the core 
values for the medical profession established at 
a recent conference held at the BMA. These 
core values make clear the profession's 
responsibilities for combatting inequalities in 
health. Those organisations representing the 
health professions can, and should, promote the 
social changes which would diminish inequalities 
in society for many reasons including health. In 
addition, such organisations should focus on 
what they can do as specialists in terms of 
education of the medical profession, research, 
and application of research, to reduce risks to 


health in various sectors of the population. 
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Conclusions 


@ Severely unequal societies, not just societies 
with high rates of poverty, have worse 
health and worse economic growth than 
less unequal societies. 


@ Since 1980 inequalities in income and living 
standards have increased in the UK. 


@ Trends suggest that widening mortality 
differentials may be expected across social 
classes. 


@ Health is determined by a wide range of 
factors of which availability and quality of 
health care services is only one. 


@ To improve the nation's health a total rather 
than service orientated approach is needed 
across all sectors of government. 


@ There is evidence for a linear relationship 
between health status and socio-economic 
Status. 


@ Health education and promotion is only one 
part of achieving the Health of the Nation 
targets. Government must take 
responsibility for the wider influences of its 
policies on health in order to provide a 
social and economic environment in which 
health education and promotion strategies 


can succeed. 
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Recommendations 


The fact that the wealth and health gap is 
widening is indicative that the situation is open to 
change. The current trend is the direct, if 
unintentional, result of policy choices and 
therefore can be reversed in order to improve 
the health and social well being of the entire 


population. 


Although there is a need for further research, 
the currently available evidence is more than 
sufficient to enable effective policy development. 
A range of policy areas are particularly relevant 
to the health of the nation and attention needs 
to be paid to the health implications of the 


following areas: 

@ economic policy - particularly taxation policy 

@ welfare provision - particularly in relation to 
young women, pregnant women and young 


infants 


@ education and childcare - particularly 
nursery education 


@ unemployment 


@ environment - including the working 
environment 


@ housing 
@ transport 


® leisure 


14 


The Council of the BMA has agreed a 
comprehensive strategy for addressing the issue 
of inequalities in health and will be taking action 
in conjunction with other organisations to press 
government to address the UK’s increasingly 


unequal society. 
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